critic, and I would therefore have expected him to see that my chief concern was with the viability of administrative models in the mental health services, not with a general evaluation of current provision in the UK and USA. I had no intention of being 'adulatory' about American community mental health centres (CMHCs), nor of being 'contemptuous' or 'dismissive' of British general practitioner services. The two kinds of service are simply not of the same order.
If one subtracts the rhetoric, Dr Clare appears to be contending that only the primary health care services can provide adequately for the needs of mental patients, and that in fact they do so. Unfortunately they do not, and cannot. British primary health care, which is much admired by American observers, provides an excellent system for the delivery of physical health care; but mental health care requires very different attitudes, techniques and work routines, and a genuinely multidisciplinary approach drawn from both the medical and human sciences. The attempt to graft this kind of care on to the primary health care machinery may be convenient and cheap, but it is not efficient. It is like expecting the milkman to deliver coal.
Of course, there ale health centres where good professionals overcome the administrative obstacles and work together to provide a viable service. The benefits to patients when they do so are considerable and, as Dr Clare says, measurable. But such centres are rare and they do not have the advantages of a single specialist service, a single employing authority and a separate building where people come willingly and feel some sense of personal and community involvement. With real 'community care', the strengths and networks of the local community can be mobilized to support patients, and we have nothing like this in the UK. Many medical practitioners do not like the idea because it extends well beyond the boundaries of current medical practice; but for those with vision it is a way back to the community involvement of psychiatrists which existed before the health and social services were split in 1971.
Dr Clare must be aware that the status and achievements of CMHCs have been the subject of much discussion in the USA. Attacks on CMHCs have been mainly based on a medical formulation which can be summarized as follows:
The proper concern of the mental health service is with disease entities. These have a biochemical base and are (or one day will be) capable of biochemical treatment. Psychiatry should therefore be organized on the lines of general medicine, because eventually schizophrenia, clinical depression and some kinds of personality disorder will prove as amenable to medical treatment as typhus, cholera and tuberculosis. Any condition which is now subsumed under the label 'mental illness' and whieh is not responsive to medical treatment is simply a 'problem, in living' which can be relegated to other [less skilled? less costly?] agencies.
This really is the bed of Procrustes. The mentally ill are to be shaped to fit the needs and capacities of general medicine, rather than the services being shaped to fit the needs of the mentally ill; and it involves the old analogy with the conquest of the epidemic diseases in the nineteenth century. That was a great success story; but the often tragic and always complicated problems associated with mental illness are unlikely to be solved on the same lines.
British psychiatry needs something of the energy and enthusiasm which CMHCs have generated in the USA. A service which generated much hope in the UK in the experimental days of the 1950s-the period of the open-door movement, the therapeutic community and the great improvement in public enlightenment associated with the 1959 Mental Health Act -has slid into the doldrums, attenuated by the loss of its community function and 'integrated' past all recognition. To claim that the primary health care system provides adequately for the needs of the mentally ill -and mose, that it is the only system which can do so -is neither modest nor fastidious. I would like to think aloud about innovations based on our current primary care system. While it may be appropriate in some areas, such as inner cities, to import the idea of the community mental health centre -which I too found most stimulating when I was in America -in other areas where communities are more stable and defined, an enlargement of the ideas and structures of the primary care team may be more helpful. In such areas there is a need to increase the accessibility of the doctor and to improve liaison not only with the hospitals but with social work units, child and family psychiatry units, factory nurses and community psychiatric nurses. Family support is often being handled by the hospital-based community psychiatric nurses, but many general practitioners and health visitors are unaware of the special needs of psychiatric patients. The accessibility to the primary care team of day hospitals, sheltered workshops, group therapy units, family therapy units, social services, crisis intervention units, and self-help groups and workshops must also be improved. It is important to realize that even when the primary care team fails as a team, enthusiasm can create optimism for the future.
The members of the new team should include a social worker, attached to and administered from the local social work unit, and a member of the local district general hospital psychiatric team. Probably the most appropriate member should be a community psychiatric nurse, as has been Practitioners, 1978,28,377-382) and open access of patients/clients/people to all members of the team.
This new team may beconsidered to function as a mini-<:ommunity mental health centre without the divorce from medical care which would be inevitable in establishing separate institutions. General practice remains the great case finder (70% of patients/people are seen in one year) and most patients have problems in many areas of their lives. Chronic illness is common in the neurotic and in those who present to the social services. Organic problems may be the product of social and psychological distress and certainly social and psychological problems follow organic illness in many cases. Many patients still need an organic ticket to enter the system. Let us try and build on what we have. The aim ofthe study was to demonstrate whether nitrous oxide, not the technique of relative analgesia, is responsible for the beneficial effect noted by Lindsay and Roberts and others. For this a double blind study was essential. To this purpose the sedation machine. was preset and covered before patient, operator or observer entered the room. The operator was therefore only able to guess at the nitrous oxide concentration in the light of the response -he was frequently wrong. 50% and 10%nitrous oxide were selected because it was thought they represented opposite ends of the treatment scale; obviously in a double blind study there could be no question of altering the N 20 concentration to suit the patient.
Elimination of nitrous oxide from the body takes many minutes. It is not practicable to keep a child in the dental chair for long after dentistry. The 'end of treatment' values were recorded immediately.
To subject raw values of heart rate or blood flow to statistical analysis would, of course, be meaningless. The percentage change from the baseline value was calculated in each case and these figures used for statistical and diagrarnatic purposes as implied in the text.
More especially in answer to Dr Lindsay, as he may well realize we were not able to distinguish between the children's anxiety and disruptive behaviour. We make no claim that our observational assessment techniques had discriminant validity and were free from random errors of measurement, and further that they had interobserver reliability. It may be that these factors are only of relative importance. Early on in the study we recognized the limitations of the observational part of the method. Essentially, the outcome was the answer to the pragmatic question 'Was the child treatable -with or without effort?'.
